; the complications are summarised and specified in Table II . None of these complications interfered with the final result.
Fresh pressure sores are always treated conservatively, independently of the extent and location of the lesion. The treatment starts with unburdening the lesion by getting the patient used to the prone position if necessary, debridement of necrotic tissue and application of moist dressings to clean the wound. When the wound contracture has come to an end, the patient has been carefully prepared, the suppurative drainage has stopped, and the bony prominences in the wound have been covered by granulation tissue, the patient is evaluated as to his or her suitability for operation (Krupp, 1972; Meinecke, 1974; Cotta et ai., 1975) . The wound is excised by the pseudotumour technique of Guttmann (Guttmann, 1956 ) ( fig. 1 ), and the rotation flap with its underlying fascia is mobilised. Bony prominences are resected and contoured subperiosteally ( fig. 2) , and any bony metaplasia in the adjacent soft tissue is removed. Finally the flap is placed in the defect and the wound closed in three layers. Four to six suction drains are placed; meticulous haemostasis during the operation has been achieved by suture
Lines of limited resection of the ischial tuberosity, total ischiectomy and removal of trochanteric prominence.
ligation and cauterisation of small bleeding-points. Until definitive wound healing, i.e. for three weeks at least, the flap is free from load by either a supine or prone position of the patient (Krupp, 1972) . The rotation flaps are always outlined generously in order to guarantee sufficient blood flow in the periphery of the flaps and closure of the wound with no tension at all. If necessary to overcome undue wound tension a split thickness skin graft is placed in the appropriate area. Large flaps have also the advantage that they may be used a second or even a third time by remobilisation if regression occurs (Campbell, 1966) .
To cover sacral pressure sores, the rotation flaps ( fig. 3 ) as a rule are based caudally, so that the resultant scar will not be over weight-bearing areas (Campbell, 1966; Zoltan, 1971) . If necessary, because of technical reasons, we do not hesitate to base a flap cranially because we never have seen the resulting scar over the weight-bearing area interfere with function.
To cover lesions over the ischial bone, rotation-sliding flaps are based medially on the thigh (Fig. 4 ) (Campbell, 1966) . The proximal ends of such flaps are usually de-epithelised in order to create a dermal fat flap, which fills the cavity and pads the bone. Therefore, we rarely rely on a biceps muscle flap to fill the cavity. If it is necessary to perform a total ischiectomy, pressure is shifted to the opposite side. That is why in such cases an ischiectomy is later carried out on the opposite side prophylactically.
Where there is only a caudal lesion with saddle anaesthesia, flaps may be rotated, as advocated by Guttmann, from the gluteal into the anaesthetic area and thereby prevents unrecognised pressure (Guttmann, 1956) .
In the trochanteric area, the flaps are based distally and laterally (Fig. 5 ) in order to preserve the medial aspect of the thigh for flaps which may be needed for ischial lesions (Campbell, 1966) . In the trochanteric area, we often have to rely on a split thickness graft for wound closure to eliminate undue tension. The skin grafts are placed proximally in the wound and are well padded by muscles. They therefore never interfere with function. 
RESUME
Pour couvrir des ulceres ou des cicatrices instables chez les paraplegiques, les auteurs se sont servis de lambeaux de rotation qui ont l'avantage d'avoir une bonne circulatiou s'ils sont des sines genereusement.
Pour cette raison, ils peuvent etre utilises une deuxieme fois en cas de recidive. Pour 60 lambeaux, 12 complications ont ete observees (20 pour cent) dont aucune n'a porte prejudice au resultat final. 
ZUSAMMENFASSUNG
Es wird tiber 60 Rotationslappenplastiken bei 40 Paraplegikern zur Deckung von Druckulzera und unstabilen Narben berichtet. Es waren 12 Komplikationen (20 Prozent), vorwiegend Blutungen, zu verzeichnen, von denen keine das Endresultat beeintrachtigt hat.
